Although many of the early hotspots in the country have noted a downward trend in hospitalized cases with the novel coronavirus disease 2019 (COVID-19), several regions continue to see increasing or resurging rates of community spread.[@bib1] It is likely that this virus will persist in urban centers and spread across the United States in a consecutive fashion for months to come. With hospital systems attempting to limit spread among their own workforce and the added effort of minimizing nonurgent interventions, ophthalmology has found itself tasked with optimizing care while performing a new risk-to-benefit analysis on virus transmissibility and patient and physician exposure. As a byproduct of these new challenges, departments nationwide have had to take a closer look at resource allocation and perform data-driven risk stratification holistically, from routine ophthalmologic examinations to glaucoma surgery. Crises such as COVID-19 allow us to re-evaluate processes that were otherwise reflexive and unsupported by adequate study.

A screening examination for ocular findings is one of the most common ophthalmologic inpatient consultations for any patient who demonstrates a *Candida* bloodstream infection (candidemia).[@bib2] This occurrence has been particularly common in the recent COVID-19--related intensive care population, many of whom are critically ill with both prolonged intubation and a 26% to 76% mortality rate.[@bib3], [@bib4], [@bib5] The imperative for this examination is based on the Infectious Disease Society of America guidelines, which strongly recommend a fundus examination, preferably by an ophthalmologist, within 1 week of positive blood culture results for *Candida*, although the society notes low-quality evidence for this recommendation.[@bib6] However, a recent systematic review found an incidence rate of less than 1% across 38 studies and more than 7000 patients, including more than 1000 who were examined prospectively. A change in management based on ophthalmologic findings was not universal, nor was it associated with success. The mortality rate, regardless of intervention, was 26%.[@bib7]

These findings seem to be consistent with several institutional experiences, including New York-Presbyterian Hospital/Columbia University Irving Medical Center, Vanderbilt University Medical Center, and Johns Hopkins Hospital.[@bib8] ^,^ [@bib9] Considering the low yield, lack of proven benefit, and newfound concerns for patient and healthcare worker safety, our 3 institutions have chosen to defer ophthalmologic screening for *Candida* bloodstream infections unless a patient expresses acute visual symptoms or visible ophthalmic signs. In cases of nonverbal intubation or sedation, features include a visibly erythematous eye, blunted red reflex, pupillary abnormality, anterior chamber cloudiness, or any other opacity or concerning sign, all of which can be appreciated at bedside by a nonophthalmologic clinician. The objective of this approach was 3-fold: (1) to limit resource allocation to examinations, interventions, or both with meaningful and positive clinical impact; (2) to reduce unnecessary exposures between patients and healthcare workers; and (3) to reduce the risk of viral transmissibility across ophthalmic equipment known to lead to mortality in analogous settings.[@bib10] Regardless of COVID-19, the risk versus benefit of asymptomatic screening examinations did not support the prior status quo. Although some regions are recovering from the initial wave of this crisis, there does not seem to be justification for resuming this practice.

Outside of candidemia, it is important to analyze the physician's role in all screening examinations, including cytomegalovirus retinitis, clearance before lung transplantation, and ocular lymphoma. In the era after highly active antiretroviral therapy, for example, the estimated incidence of cytomegalovirus end-organ disease is less than 6 per 100 person-years, without a direct correlation with titer levels.[@bib11] Like candidemia, many cases of retinitis are thought to remain asymptomatic because of peripheral involvement and resolution with systemic treatment.[@bib12] Retrospective data from 295 patients found 0 ocular contraindications to lung transplantation in routine pretransplant examinations in this especially vulnerable, immunocompromised population.[@bib13] These findings recently were replicated.[@bib14]

Experience with this pandemic is likely to spur future data-driven studies on the usefulness of ophthalmologic screening for these conditions, or at the very least, a closer inspection of existing data in a systematic fashion. As suggested previously by Oh et al[@bib2] before the COVID-19 pandemic, physicians first must determine nonessential versus essential screening consultation and consider providing a list of nonessential items for consulting services to assist in appropriate triage and resource allocation. Telemedicine has inserted itself as a fixture in many current pandemic-response care models but has yet to be realized in the inpatient setting, or more specifically, inpatient screening (e.g., performing confrontation visual fields for neurosurgical procedures or assessing disc photographs for excluding papilledema).

Still, many may ask, "What is the harm of an eye examination?" Part of the answer lies in the mindful approach to evaluation and care that ophthalmologists provide. Physicians should recognize that the nature of performing routine examinations harbors an associated risk of simple human-to-human contact, the weight of which may support a *deferral* of care as *better* care in select cases. The rise of hospital-acquired infections before the COVID-19 pandemic, some more occult than others, that include *Candida auris*, methicillin-resistant *Staphylococcus aureus*, vancomycin-resistant *Enterococcus*, and *Clostridium difficile* are some of the many other deadly and communicable pathogens, and their transmission should be minimized when possible.[@bib15], [@bib16], [@bib17] Ophthalmologists are at particularly high risk for contracting COVID-19, possibly because they are in close proximity to patient respiratory secretions during the ophthalmologic examination.[@bib18] Although data regarding spread of COVID-19 infection from inpatient screening consultation currently are limited, the study population was exclusively residents,[@bib18] who typically perform many of these consultations. A focused and intelligent selection for ophthalmologic screening examinations based on signs and symptoms in this context is a most reasonable approach moving forward, given known previous mortalities from adenoviral infection even when screening has been appropriate and necessary.[@bib10] It will remain important to monitor the efficacy of this proposal and adjust it if needed, both throughout and beyond this crisis.

Still, many may ask, "What is the harm of an eye examination?"
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